INTRODUCTION INTRODUCTION INTRODUCTION INTRODUCTION INTRODUCTION
A cute pancreatitis (AP) is defined as an acute inflammatory process of the pancreas, which can also involve peripancreatic areas or more distant organs, being most commonly caused by gallstones and chronic alcohol consumption 1 . Its clinical presentation involves abdominal pain in the epigastric and periumbilical region, with referral, for example, to the lumbar region. Nausea, vomiting and fever often accompany the clinical setting and hypotension may be present due to liquid sequestration 2 .
The clinical course of AP is variable, since there are cases of complete resolution and those of occurrence of multiple organ failure, which can be lethal. The determination of AP's severity is essential in view of the prognosis and proper treatment selection 3 . Accordingly, various classifications have been proposed to determine the severity of each clinical situation, the one of Atlanta 4 being the most used.
Currently, it is assumed that the number of affected organs, the start time and duration of organ dysfunction influence AP's evolution, which diverges from the Atlanta classification, which includes only the presence or absence of such condition [5] [6] [7] .
Regarding severe AP, the Atlanta classification establishes the Ranson 8 or APACHE II 9 criteria for characterization of severity. These methods, however, have limitations reported by other studies [10] [11] [12] [13] [14] [15] . In 2008, the review of the Atlanta classifivcation 16 defined the severity of acute pancreatitis, at least in the first week, is based on clinical components and suggested that the persistence of a systemic inflammatory response syndrome and / or organ failure should be considered.
The dysfunction or organ failure is recognized as the most important determinant of prognosis in the early stage 17 and is possibly related to bacterial and endotoxin translocation that favor the evolution of the clinical picture for sepsis and for multiple organ failure syndrome. Moreover, there are claims that, in severe AP, there is activation of reflex anti-inflammatory response and reduced immune capacity, which predisposes to organ failure and secondary infections 2, 18 .
For the definition of organ failure, the revision of the Atlanta classification suggested the Marshall scoring system 19 , establishing a score >2 to determine the failure of an organ. It uses pO 2 / FiO 2 as parameters for the respiratory system, serum creatinine in mmol / L or mg / dL for renal evaluation and systolic blood pressure in mmHg for the cardiovascular system. This system has been chosen by some authors 11,16,20 due to its convenience.
This paper aims to examine the effectiveness of the Marshall scoring system in evaluating AP severity.
METHODS

METHODS METHODS METHODS METHODS
We conducted a prospective, observational study, with 39 consecutive patients with AP diagnosis admitted to Rev 
RESULTS
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The patients' ages ranged from 20 to 88 years, 17 were men, and 22, women. The Ranson score mode at admission was zero, and at 48 hours, one ( Figure 1 ). The Marshall system mode was zero ( Figure 2 ).
Of the 39 patients observed, 11 were classified with severe acute pancreatitis by the Marshall system (score >2) and eight patients by the Ranson score (score >3), with agreement between the two scoring systems in seven cases. When applying the McNemar chi-square test, we found c 2 = 1.8 with p = 0.1797, there hence being agreement between the results presented by both systems (p> 0.05).
Seven patients died in one week and one died after this. Of those who died in seven days, all had some type of organ failure by the Marshall scoring system. Nine patients developed respiratory failure, seven cardiovascular failure and six, kidney failure (Table 1) .
Among the patients who died in seven days, three had Ranson score >3 at admission and four showed score >3 in 48 hours. Among those who died, four had high Marshall and Ranson scores, with disagreement only in three cases, in which there were low Ranson scores, but high Marshall ones.
DISCUSSION
DISCUSSION DISCUSSION DISCUSSION DISCUSSION
Several classifications are presented in the literature in an attempt to determine AP severity. The Atlant classification 4 was introduced in 1992 and defined the categories of mild and severe AP. The latter was defined as pancreatitis associated with organ failure or local complications. Organ failure, according to this system, is defined by shock, respiratory failure, renal failure and gastrointestinal bleeding (more than 500 ml / 24 hours). Necrosis, abscess, pseudocyst are among the possible local complications.
The definition for severe AP proposed by the review of the Atlanta classification 16 includes persistent systemic inflammatory response and / or development of organ failure. We observed seven patients with organ failure among the dead in a week of hospitalization. However, despite its use established in the Atlanta classification 4 , it is a method that requires 48 hours to complete the evaluation, hampering the analysis within the first 24 hours, which is important in view of the prevention of possible adverse events [10] [11] [12] .
Besides the Ranson scoring system, the Atlanta classification also proposes the APACHE II score 9 , which can be used before 24 hours and correlates better with prognosis. However, it is complex, it requires more time for execution, and does not properly diagnose necrotizing pancreatitis at admission [13] [14] [15] .
Already pointed out and used in other studies as a way to assess AP severity, the Marshall due to its ease of use 16, 20, 21 . Moreover, its specificity is greater than 90% for predicting AP severity at 24 and 48 hours 21. We also found correlation of high Ranson scores with high Marshall scores. Thus, considering that the determination of gravity is essential to the proposed treatment and that this, in turn, is critical for prognosis, it is necessary to use methods that render the best classification in AP cases. When considering organ dysfunction or failure as the central prognostic factor, methods that cover these characteristics have been used with excellent results. In our study, the strong correlation of scores with clinical outcome confirms the effectiveness of the aforementioned method with regard to the classification of AP severity.
Considering that the Marshall scoring system corresponded with the clinical course of AP patients and the need for a method to evaluate organ failure in determining AP severity, we conclude that the Marshall scoring system can be used as an effective and simplified application method to assess the severity of acute pancreatitis. 
RESUMO
